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Initial Comments

Complaint Investigations:

2293027/ 1L145928

Final Observations
Statement of Licensure Violations (1 of 2):

300.1210b)
300.1210d)6)

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facliity shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

6} All necessary precautions shall be taken to
assure that the residents’ environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.
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These requirements

were not met as evidenced
by: ’

Based on interview and record review, the facility
faled to safely utilize a resuscitation bag for one
of three residents (R11) reviewed for respiratory
care. This failure resulted in R11 sustaining a jaw
dislocation after the application of the
resuscitation bag.

Findings include:

R11 was admitted to the facility on 7/7/21 with a
diagnosis of atute and chronic respiratory failure,
dependence on supplemental oxygen, dysphagia,
nontraumatic cerebral hemorrhage, dementia,
hypertension and peripheral vascular disease.

R11's progress note dated 5/2/22 at 5:10 AM
documents: 0100 - oral suction, no noted distress
0330 - oral suction, no noted Distress. 0450 -
patient noted awake, diaphoretic, color turning
pale, labored breathing. Writer took patient vitals
as follows: Blood pressure - 136 / 56, Pulse - 119.
Respiratory Rate - 11, Oxygen saturation - 50
percent, Temperature - 98.5 Blood Sugar - 288.
0455 - V45 (Respiratory Therapist) and V18
(nurse) initiated 100% oxygen and resuscitation
bag. patient O2 saturation at 75 then. Notified MD
V55(MD) via telehealth with order to Transfer

‘patient via 911 to ED. At 0500 - called 911. 0505 -

patient vitals as of this time: BP - 133/78 P-99, T
98.5, RR - 20, O2 - 97. patient awake, labored
breathing. 0506 - paramedics came took over.
0510 - patient left facility, enroute to local

hospital.

On 6/8/22 at 910AM, V15(RT director) said if a
non-respiratory patient was in respiratory distress,
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